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Missouri Department of Mental Health 
Office of Licensure & Certification 

 
Application for Licensure - Instructions 

 
 Please complete and return all applications promptly.  You must return the completed 

application at least 90 days prior to the expiration date of your license. 
 

 Before we can accept your application for processing, it must be complete.  The application will 
be returned to you requesting inclusion of any missing information.  If a section is not 
applicable to your agency/facility, please note that with an N/A in those sections. Print clearly and 
legibly using black ink or type. 
 

 The Application for Licensure is now available online at the following websites 
http://dmh.mo.gov/dd/provider/  or http://dmh.mo.gov/dd/forms.html.  The online form allows you to 
fill it in electronically, print it, sign it with an original signature, and have it notarized. 
 

 If you want to request more than one facility or program to be licensed, there is space on Page 2 
of the application to list the additional facilities or programs. 

 
 Clearly check ALL the programs applicable to your licensure on Page 2 of the application. 

 
 For initial applications: 

o Submit a floor plan of the facility with a narrative of how each room is to be used; 
o Include your staffing pattern, indicating the number of direct care staff on duty during each shift 

Monday through Sunday. 
 

 If you are requesting renewal of your annual license: 
o If you are remodeling or changing the structure and use of your building, include a floor plan of 

the facility with a narrative indicating how each room is to be used; 
o It is not necessary to submit your staffing pattern, unless it has changed within the last 

licensure cycle. 
 

 Fees:  Enclose the following license fee for each facility/agency to be licensed under this 
application. 
o For facilities/agencies with three (3) or fewer residents/participants, no fee; 
o For facilities/agencies having at least four (4), but fewer than 10 residents/participants--$10.00; 
o For facilities/agencies having 10 or more residents/participants--$50.00; 
o For facilities that are licensed by the Department of Health and Senior Services (DHSS), the 

Department of Mental Health (DMH) licensure fee is based upon the licensed capacity 
determined by DHSS, not the number of DMH clients residing in the facility. 
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 Secretary of State Registration: 
o To determine if registration is required, go to the Secretary of State website: www.sos.mo.gov. 
o To find Charter # and Expiration Date, go to 

https://bsd.sos.mo.gov/BusinessEntity/BESearch.aspx?SearchType=0 
 

 Fire/Safety Inspections:  
o Send proof of payment, if paid by means other than city/county taxes, for fire coverage of all 

sites served by a volunteer or subscription fire department; 
o After processing your completed NOTARIZED application and fee, if a request for fire/safety 

inspection is required, the Office of Licensure and Certification will submit the request to the 
State Fire Marshal’s office.  Those required are: 
 All residential programs, except those dually licensed by the DHSS and DMH, must have 

an approved fire inspection from the State Fire Marshal.  This includes group homes for the 
mentally ill and/or developmentally disabled, family living arrangements and semi-
independent living arrangements. 

 All day programs serving the mentally ill and/or developmentally disabled must have an 
approved fire inspection from the State Fire Marshal. 

 
 Conviction of Felony 

o For any persons named on the application with a felony background, submit an explanation. 
 
 Mail your COMPLETED application packet, which includes the NOTARIZED application and 

correct licensure fee, to: 
 
Missouri Department of Mental Health 
Office of Licensure and Certification 
PO Box 687 
Jefferson City, MO  65101 

 
 
NOTE:  Obtaining a DMH license does not guarantee funding or placement of DMH consumers. 
 
If you have questions regarding your licensure application, please contact Judy Scheulen, Office of 
Licensure and Certification, at (573) 751-4024. 
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state of missouri DMH USE ONLYdepartment of mental health fee receipt # fee amount
1706 e. elm street, p.o. box 687
jefferson city, missouri 65102
APPLICATION FOR LICENSURE

identifier

name of agency/program telephone number fax number

for profit not for profit government

corporation individual corporation charitable city county district
partnership privately owned church affiliate state veteran administration
other (specify) ______________________________ other (specify) ________________ other (specify) _________________

name of director or foster parent title county employer tax id no. or social security no.

address of agency/program (physical location) city state zip code

billing/mailing address city state zip code

contact person of agency/program telephone number title

e-mail address web site

governing body president address city state zip code

name of corporate owner, if applicable

address of corporate owner city state zip code

secretary of state registration charter # expiration date

yes  no    if yes, what is your charter # and expiration date?
FIRE SAFETY: is the residential or day program site(s) served by a volunteer fire association or subscription fire department?

yes  no    if yes, attach documentation of current contract or proof of membership for each site.
has any person named on this application been convicted of a felony?

yes  no      if yes, please submit explanation on a separate page.
OTHER LICENSING, CERTIFYING OR ACCREDITING BODY (NON-DMH) EFFECTIVE EXPIRATIONFACILITY/PROGRAM TYPE(EXAMPLES: DHSS, DESE, CARF, COA, ETC.) DATE DATE
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are you requesting licensure for additional facilities or programs under this application

yes      no      if so, please list below:
name of agency/program telephone number fax number

address city state zip code county

e-mail address web page name & title of contact person

OTHER LICENSING, CERTIFYING OR ACCREDITING BODY (NON-DMH) FACILITY/PROGRAM TYPE EFFECTIVE DATE EXPIRATION DATE

name of agency/program telephone number fax number

address city state zip code county

e-mail address web page name & title of contact person

OTHER LICENSING, CERTIFYING OR ACCREDITING BODY (NON-DMH) FACILITY/PROGRAM TYPE EFFECTIVE DATE EXPIRATION DATE

name of agency/program telephone number fax number

address city state zip code county

e-mail address web page name & title of contact person

OTHER LICENSING, CERTIFYING OR ACCREDITING BODY (NON-DMH) FACILITY/PROGRAM TYPE EFFECTIVE DATE EXPIRATION DATE

are there any programs of your agency for which you are not requesting licensure?

yes      no      if yes, please explain why:

is the fact that not all programs of your agency are licensed made clear to individuals receiving those services?

yes  no      how is this done? _______________________________ (please submit a copy of your agency’s brochure for review.)

CHECK ALL PROGRAMS FOR WHICH APPLICATION IS BEING MADE AND INDICATE CAPACITY WHERE NOTED.
family living arrangement/treatment family home (mi/md) – icf – capacity __________
capacity __________ group home (mi) – capacity __________
family living arrangement (dd) – capacity __________ group home (dd) – capacity __________
rcf – capacity __________ semi-independent living arrangement – capacity __________
snf – capacity __________ day program (mi) – capacity __________
icf/id – capacity __________ day program (dd) – capacity __________
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ACKNOWLEDGEMENT

MISSOURI

city of ________________________________________________

county of ____________________________________________

______________________________________________________ and ____________________________________________________
governing body president chief administrative officer

being duly sworn to me on his/her oath, deposes and says that he/she has read the foregoing application and that the statements contained

therein are true and correct to the best of his/her knowledge; and further gives assurance of the ability and intention of

___________________________________ to comply with the laws applicable to licensed and certified facilities and the regulations
name of applicant or agency

established thereunder. it is understood that ___________________________________________________________________________
name of applicant or agency

will be eligible for licensure or certification only after it has complied with the requirements of the law and the regulations and codes, and

that such licensure or certification is subject to revocation at any time this agency fails to comply with the law, regulations and codes.

furthermore, it is agreed that agents of the department of mental health are authorized by law to make inspections of the premises, talk

to employees, residents or clients about the operation of the facility, and to audit the financial records of this agency.

_______________________________________ and __________________________________ further certify that he/she will comply with
governing body president chief administrative officer

all requirements, corrections and/or improvements in ____________________________________________________________________
name of applicant or agency

contained in the survey reports completed by the authorities of the department of mental health and submitted to said program.

signature (president) signature (chief administrative officer)

NOTARY INFORMATION
notary public embosser or state county (or city of st. louis)
black ink rubber stamp seal

subscribed and sworn before me, this USE RUBBER STAMP IN CLEAR AREA BELOW.

day of                                                            year

notary public signature my commission
expires

notary public name (typed or printed)
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